Introduction: Despite prevention efforts, malaria remains a public health problem. Methodology: This was a prospective study conducted between October and December 2010 that aimed to describe the therapeutic route of adults presenting with severe malaria prior to being admitted to Fann Teaching Hospital in Dakar, Senegal. Results: A total of 90 patients were included. The majority of them had consulted a public or private health care facility (92%) prior to admission. First consultation occurred on average two days after the onset of the disease. Self-medication (67.4%) and traditional medicine (26.1%) were the main causes of delaying care. Conclusions: Early care and adequate management are needed to reduce malaria mortality.
Introduction
In Senegal, malaria control strategies have been strengthened by the extension in 2007 of rapid diagnostic tests (RDTs) for malaria and the use of combination therapy with artemisinin (CTA). As a consequence, in some areas a "pre-elimination" of malaria has been achieved. Despite these significant advances, malaria still causes high mortality and remains the most common reason for emergency admission in Fann Teaching Hospital, Dakar, Senegal. According to previous studies, delays in diagnosis and default of care were the main factors that contributed to the development of severe malaria [1] [2] [3] . This may have changed with prevention efforts. The purpose of this study was to trace the therapeutic route of severe malaria cases before their admission to the infectious diseases clinic in Fann Teaching Hospital, in order to make recommendations for better management of malaria.
Methodology
The study was conducted between 1 October and 31 December 2010. All severe malaria cases among hospitalized patients, based on World Health Organization (WHO) criteria, were included [4] . Those patients who had not been administered an RDT or a thick blood film or any other examination confirming the diagnosis of malaria were not included. Data were collected through examination of patients and/or their relatives and after consultation of transfer sheets and previous requirements. The data consisted of the following variables: socio-demographic data, therapeutic itinerary before admission (consultations, hospitalizations, length of stay, type of prior therapies, their dosage and mode of administration, use of African traditional medicine), delay between first consultation period and hospitalization, and reasons for default of care. Data were analyzed using Epi Info version 3.5.1 (CDC, Atlanta, USA).
Results
A total of 106 cases were included; 90 (85%) were severe forms. The mean age was 31.26 ± 16.77 years. A male predominance was noted (65.6%) with a sex ratio (M/F) of 1.90. The majority of patients came from Dakar and its suburbs. Most of the patients (73.3%) did not use mosquito nets mainly because of a lack of money (53.6%), lack of space in the room (29.8%), and feelings of suffocation (8%). The sociodemographic characteristics of the study population are summarized in Table 1 .
Seventy-one patients did not present to a medical professional immediately after the onset of symptoms. They used first-line self-medication (67.4%) or had consulted a traditional healer (26.1%). The patients had consulted, on average, after a period of two days, one (50 patients), two (19 patients), or three health (2 patients) facilities before admission to the clinic where they received a CTA prescription in 40% of cases and a quinine or artemether injection. This treatment was administrated as prescribed in 66.2% of patients. Persistence or occurrences of vomiting were the main causes of non-compliance with this treatment. More than 2/5 of patients (44.4%) had even been hospitalized prior to admission to the clinic, and the average length of stay was 2.02 ± 1.36 days.
The rapid diagnostic tests for malaria were performed in 40% of patients and thick blood films in 7.8% of patients. No diagnostic testing was performed in 31% of patients.
Because of worsening symptoms, patients were transferred to our clinic. In most cases, neurological symptoms were the determining motive. Other signs, such as respiratory distress, coma, jaundice, severe anaemia, were also noted ( Figure 1 ). Overall mortality was 33.3% in this study. According to previous studies, severe malaria in adults remains a reality [1] [2] [3] 5, 6] . This segment of the population therefore requires special attention.
Discussion
Our results showed the non-observance of the main preventive measure in the general population. In a previous study, Ndiaye et al. [7] noted that only 16% of the population of Dakar slept under a mosquito net. Use of self-medication and visiting a traditional doctor were the main causes of delay in care. These data were comparable to those obtained by Severov in Guinea [5] . Other factors were identified in others studies; these included availability and geographical accessibility of health services, social representations, and financial difficulties [2, 8] . Although it has improved, malaria diagnostic confirmation is still low; however, studies have shown the sensitivity and specificity of RDTs that have become an essential tool. The low use of RDTs in public health facilities indicates a lack of enforcement of national guidelines, as demonstrated in a study in Burkina Faso [8] , and should be evaluated. In addition, a study in Senegal showed that the use of RDTs involved a change in behavior that caregivers and recipients were not always willing to comply with [9] .
Conclusions
Malaria still causes a high case fatality in the teaching hospital. Several factors appear to be associated with the occurrence of severe malaria; these include delayed care due to self-medication practices and inadequate treatment. In addition, treatment on clinical suspicion is still a striking reality. 
